Most college students who experience mental health problems, including alcohol and drug use disorders, do not receive early intervention or treatment services. For example, only about 34 % of college students with a mood disorder (Blanco et al. 2008 ) and 4 to 5 % of those with an alcohol or alcohol/ drug use disorder (Wu et al. 2007 ) reported receiving treatment in the past 12 months. These findings are consistent with concerns of campus mental health professionals who have noted that college students often do not identify their behaviors or mood states as problematic and therefore do not seek help on their own (Buscemi et al. 2010; Kadison 2004) .
US colleges and universities employ approximately 60,000 resident assistants (RAs) to work and live in student residence halls each year (U.S. Census Bureau 2010). Although they have several roles, RAs are expected to serve as firstresponders when acute or chronic mental health problems and academic problems appear in students living in residence halls (Blimling 2003; Elleven et al. 2001; Sharkin et al. 2003; Taub et al. 2013) . The vast majority of undergraduate RAs hold these positions for only one or two academic years. Thus, the annual turnover in the RAworkforce is substantial, making RA training and supervision an ongoing task in residence life/housing departments. At most campuses, RA training programs devote minimal time to alcohol, drug, and mental health first-aid, including teaching RAs effective referral skills for these problems (Taub and Servaty-Seib 2011; Taub et al. 2013) . Moreover, the first-aid training conducted by departments of residence life/housing is locally devised and not evidence-informed (Owens 2011; Taub and Servaty-Seib 2011; Taub et al. 2013) . Although there are no available data, more RA training time may focus on helping students with academic problems than with alcohol, drug, and mental health first-aid (Reingle et al. 2010) .
Over the past decade, there has been a significant increase in research seeking to develop and test approaches for improving the mental health first-aid in the public and in the workplace, for specific mental health conditions, and in specific professions (Gratwick-Sarll and Bentley 2014; Kelly et al. 2011; Kitchener and Jorm 2004; 2006; Pekevski 2013; Svensson and Hansson 2014) . This response is driven by the belief that early intervention optimizes treatment success and by the recognition that many individuals with mental health problems, including alcohol and other drug abuse, will not seek treatment on their own (Buscemi et al. 2010; Rossetto et al. 2014) . Thus, mental health first-aid programs are designed to teach skills in recognizing and effectively responding to behavioral problems in other persons (Kingston et al. 2009 (Kingston et al. , 2011 . Training focuses on helping those who may be developing a mental health condition, are in psychological crisis, or are exhibiting signs of problematic substance use.
The aim of the current study was to test the effects of an alcohol, other drug, mental health, and academic first-aid program designed specifically for RAs. To our knowledge, this is only the second study (following Taub et al. 2013 ) to develop an evidence-based approach to training RAs in these first-aid practices. The primary intervention goal was to increase the number of first-aid efforts carried out by RAs for alcohol, other drug, mental health, and academic problems in their living units during one academic year.
Known as Peer Hero, this online training program used a novel, story-based approach involving interactive video dramatizations of residence life incidents. The program was designed to change four RA attitudinal constructs: perceived referral barriers, referral self-efficacy, anticipatory anxiety, and perceived referral norms. Each construct was hypothesized to mediate intervention effects on first-aid efforts. Longitudinal analyses examined which constructs changed over the course of the Peer Hero Training program and mediated the effects of the intervention during this 9-month randomized trial conducted on eight US campuses.
There were two study hypotheses. First, we hypothesized that compared with RAs receiving training-as-usual, RAs participating in the Peer Hero Training program would engage in a significantly greater number of first-aid efforts for alcohol, other drug, and mental health problems in their living units. Second, we hypothesized that results of mediation analyses would provide evidence that perceived referral barriers, referral self-efficacy, referral anticipatory anxiety, and perceived referral norms act as mechanisms of change in the Peer Hero Training program.
Methods

Participants and Procedure
In August 2012, the Peer Hero Training program trial was implemented at eight higher education institutions in the USA. The campuses included two large public universities and one historically black university in the Southeast, two small private colleges and two medium-size public universities in the Midwest, and one private university in the Pacific Northwest. The size of the campus RA staffs ranged from 25 to 204 (mean=86.9). The RAs oversaw residents living in traditional dorm-style residence halls, suites, and on-campus apartments. All RAs at each institution were required to participate in the training condition to which their campus was randomly assigned (training-as-usual, or Peer Hero+training-as-usual) as a part of their employment.
Through an international professional association of residence life and housing officers, offers to participate in the investigational training study were extended to the directors of 13 departments of residence life/housing, and eight agreed to participate. After each director agreed to participate, the principal investigator and each director reviewed the details of study participation, and written consent was obtained from the director at that time. The campuses were then randomized to either the Peer Hero Training program condition or the training-as-usual condition after informed consent was obtained from all eight directors. Each campus assigned a senior staff member to serve as study liaison.
During the 2012-2013 academic year (9 months), 652 RAs or 100 % of the sampling frame participated in the training study. A total of 86 RAs (13.2 %) did not complete the trial as a result of leaving their employed position during the school year (due to mid-year graduation, studying abroad during the Spring Semester, academic problems, job performance issues, or other reasons). These cases were excluded from data analyses because of different ways in which the departments of residence life/housing replaced and trained these employees. Thus, this study reports results from 566 RAs.
RAs assigned to the investigational training program participated in the Peer Hero Training program as well as their institution's training-as-usual. As shown in Fig. 1 , online Peer Hero Training sessions took place immediately after completing the baseline assessment (training session 1), follow-up 1 (training session 2), and follow-up 2 (training session 3) measures. Each Peer Hero Training session could be completed in 15 to 25 min. In the training-as-usual condition, RAs were provided the standard, annual training offered by their institution (no Peer Hero Training was offered). At all eight campuses, training-as-usual included some education on alcohol, other drug, mental health, and academic problems in the college student population. This education was delivered prior to the start of the academic year.
Institutional Review Board (IRB) approval was obtained from the principal investigator's institution and from IRBs at each of the eight participating campuses. Informed consent was obtained from the directors of residence life/housing at each of the eight campuses. The directors were free to withdraw their departments and RAs from the study at any time without penalty. Informed consent was not sought from RAs because the IRBs considered study participation, consisting of training and completion of online surveys, to be a condition of employment rather than voluntary activity. It should be noted that all survey items included the response option "no answer" for which there was no penalty. RAs were informed throughout the study that their confidential responses would not be shared with any official at their institution.
To reduce respondent burden, all survey measures were administered online at four specific times in the 9-month academic year to accommodate the major examination periods and holiday breaks of RAs. Baseline measures were collected in August of 2012, prior to residents returning to campus for Fall Semester. Figure 1 depicts RA assignment to training condition and retention during the study. Randomization to study condition (Peer Hero Training vs. training-as-usual) took place at the campus level. RA attrition was much greater in the Peer Hero Training condition because after follow-up 1 (and training session 2), the department director at one university opted to withdraw from the study due to the level of staff effort needed to monitor and follow-up on RA participation.
Peer Hero Training Program
Supported by small business technology transfer research funding (STTR), a computer technology firm developed the online Peer Hero Training program. Content for the program was developed by a team of senior professional staff in campus residence life/housing, RA supervisors, RAs, campus mental health professionals, other student affairs professionals, and health behavior researchers. A 2-year iterative process was used to design and test the functionality of the training program. Residence life stakeholders from a number of US campuses contributed to its content and provided feedback in its development. The resultant online product was named "Peer Hero Training" to emphasize that RAs are expected to exercise courage in carrying out their responsibilities as mental health and alcohol/other drug first-aid providers. The online Peer Hero Training program has three components, all in video format: (1) three separate RA demonstration episodes, (2) a counseling session segment, and (3) a series of parent and "pro-hero" interviews. The first two parts are fictional, follow a story line (e.g., titled "Low and Away"), were filmed on an actual college campus, and feature culturally diverse professional actors portraying RAs (e.g., "Derek"), RA supervisors, and undergraduate student residents (e.g., "Rob"). The third part of the program features actual parents of undergraduate students residing in residence halls, as well as a variety of student affairs/residence life personnel describing the role and responsibilities of the RA and recommendations for RA approach and referral behaviors. The same technology firm filmed all videos, which have high production quality to optimize their credibility and to retain the interest of RA trainees.
The RA demonstration episodes showcase RA attempts to approach residents with alcohol, other drug, mental health, and academic problems, as well as RA methods for referring residents for professional assistance (e.g., only after consulting with RA supervisors). Each of the three episodes contains three interactive decision points, where the RA trainee selects among four possible responses to a situation involving the featured RA and the distressed resident. At these points, the online scene freezes and four options appear on the screen, each a one-line text of what the RA may say next in the story (e.g., "It's my job to be concerned"). Once an option is selected, the video resumes with the RA dramatizing the selected response. Following each of the video selected responses, a commentator appears on screen, informing the RA trainee whether the response selected and dramatized by the RA is very helpful, helpful, somewhat helpful, or not at all helpful. The commentator then provides an explanation describing why the response was or was not helpful in the situation. The episode and its story did not resume until the RA trainee had selected the correct response, the very helpful response. They were encouraged, however, to explore all four responses at each interactive decision point, regardless of their initial selection. Each of the RA demonstration segments, including the interactive decision points, is between 10 and 15 min in length.
A two-part counseling session segment features resident "Rob" meeting with a professional counselor at a college counseling center for two individual counseling sessions that follow a story line and appear in training sessions 2 and 3. It is "Rob" who has been referred to counseling by his RA, "Derek," in the demonstration episode "Low and Away" that RA trainees had already viewed. Again, as in the RA demonstration episodes, persons featured in the counseling session segment are professional actors. The purpose of this part of the Peer Hero Training program is to highlight for RA trainees what residents referred to counseling might expect to encounter (e.g., review of confidentiality and its limits), thus addressing one aspect of perceived norms in RA approach and referral behaviors.
The third and final part of the Peer Hero Training program is a series of parent and "pro-hero" interviews. These brief interviews are with actual parents of undergraduate students and actual senior residence life professionals (the latter referred to as "pro heroes"). The names and titles/positions of the "pro heroes" appear on screen while they discuss the range of resident problems that RAs routinely see in their living units. These professionals emphasize that RAs are expected to make resident referrals to professional counseling services on campus in accordance with their department's protocol, and they caution against ignoring or overlooking residents' needs. They also provide specific advice on how to approach residents with an observed behavioral problem. They emphasize the need for RAs to be sincere and empathic and to maintain confidentiality. In the Peer Hero Training program, these interviews appeared before and after each of the three RA demonstration episodes.
A distinctive feature of the Peer Hero Training program is that all three of its parts address four attitudes the research team identified as critical mechanisms for strengthening RA first-aid efforts: perceived referral barriers, referral self-efficacy, referral anticipatory anxiety, and perceived referral norms (Glanz et al. 2008) . First, in an effort to reduce perceived barriers to making campus referrals, RAs are shown taking specific steps to approach residents in a sensitive and respectful manner and consulting their supervisor and campus mental health professionals. Second, to strengthen RA trainee selfefficacy, all RAs are depicted as positive, confident, and empathic and not deterred by residents reluctant to accept help. To reduce the anticipatory anxiety that may precede a first-aid effort, the videos also include scenes of the RAs preparing themselves to effectively approach residents to discuss a problem. The fourth and final attitude addressed in the Peer Hero Training program is that of perceived referral norms. To reinforce these norms, RA trainees are exposed to interviews with parents of residents and with "peer heroes," and also to RA demonstration episodes that include RA supervisors expressing their expectations about helping residents in need.
Instrumentation
Survey items were pre-tested using RA supervisors from a number of campuses (none of the campuses in the present study participated in pre-testing). In addition to assessing demographic characteristics, online survey items measured the number of four different types of first-aid efforts that RAs made: (1) During the past 30 days, how many residents have you talked with about an alcohol problem?; (2) During the past 30 days, how many residents have you referred to your immediate supervisor about an alcohol problem?; and, (3) During the past 30 days, how many residents have you referred to a counseling service for assistance with an alcohol problem? In addition, RAs responded to separate sets of parallel items for other drugs, mental health, and academic first-aid efforts. The scores from each three-item set of past 30-day first-aid efforts were summed to form four first-aid indicators for each RA. The rationale for this scoring approach was twofold. First, first-aid efforts for a single resident referral may be process involving several meetings by an RA, and possibly their immediate supervisor, over the course of a semester (or longer). To address the complexity of these situations, items were constructed to assess the number of residents involved, rather than the number of meetings with a resident. Second, there was a need for multiple first-aid effort items for each problem type because campuses and RA supervisors had different protocols for how RAs were expected to provide first-aid. At some campuses in the study, RAs were supported in making direct referrals to campus counseling centers, whereas at other campuses, RAs were expected to make referrals to their immediate supervisor or another professional staff member.
A total of eight items were used to measure perceived referral barriers. Using 5-point Likert scales ranging from strongly disagree (scored as 1) to strongly agree (scored as 5), responses indicated the extent of agreement with statements about negative aspects of making referrals (e.g., a negative aspect of approaching and possibly referring a resident is that they will become defensive or angry with me). Composed of three items, referral self-efficacy relied on the same 5-point Likert scale. An example of an item used to measure referral self-efficacy was: I feel confident in my ability to discuss with a resident those concerns I may have about their behavior. Referral anticipatory anxiety was measured using four items on the same 5-point Likert scale. One of these items was: If I were to suggest that a resident see a professional at the counseling center, I would be afraid that he or she would become angry with me or dismiss the idea as ridiculous. Perceived referral norms for alcohol referrals, other drug referrals, and mental health referrals were measured by separate sets of parallel items. RAs responded to two separate alcohol, other drug, and mental health questions: What would the following people think of you if you referred a resident to the campus counseling center for a possible alcohol (or drug/mental health) problem? Using 5-point Likert scales ranging from strongly disapprove (scored as 1) to strongly approve (scored as 5), responses were provided for five referents: (1) RAs on your hall staff; (2) your immediate supervisor; (3) your director of residence life/housing; (4) residents in your living unit; and, (5) parents of residents in your living unit. A longstanding and accepted role for RAs is to help link residents to services of campus learning assistance centers. As such, the Peer Hero Training program was not expected to strengthen perceived referral norms for academic problems. Thus, this measure was not used in the study.
Items comprising the referral self-efficacy, perceived alcohol referral norms, drug referral norms, and mental health referral norms scales had good internal consistency across each of the three time points in both training conditions, with Cronbach's alphas ranging from 0.82 to 0.94. Items comprising referral anticipatory anxiety and perceived referral barriers had moderately high internal consistency (i.e., alphas ranging from 0.75 to 0.86). Intra-class correlations for participants (nested within schools) across time points were high (ICC> 0.50) for perceived barriers and referral self-efficacy. The correlations were moderately high for anticipatory anxiety (ICC=0.48) and alcohol referral norms (ICC=0.49) across time. They were substantially lower for perceived drug and mental health referral norms (ICC=0.29 and ICC=0.33, respectively). Despite the relatively low correlations for these latter two variables over time, these correlations were significantly higher in the training-as-usual condition compared with the Peer Hero Training program condition.
Analytic Methods
The numbers of first-aid efforts made by the RAwithin each of four categories (alcohol, other drug, mental health, and academic) were treated as the primary outcome measures. Descriptive statistics were calculated to show the proportion of RAs making at least one referral effort at baseline and each of the three follow-ups for the Peer Hero Training condition and the training-as-usual condition. Additionally, means and standard errors were computed for the attitudinal measures for each group at each time point. To investigate the longitudinal effects of the Peer Hero Training program while controlling for the nested effects of campuses, a multilevel Poisson regression model was used. We conducted sensitivity analyses by excluding one campus that withdrew from the study after the first follow-up survey. However, the results from all eight campuses initially in this trial are included in the final analyses. Maximum likelihood imputation was used to address missing data. All analyses were conducted using STATA 13 (College Station, TX).
We created figures depicting the past 30-day effects of the Peer Hero Training program over time. Although we initially included all four waves of data, the consistent convergence of all four RA first-aid efforts between the Peer Hero Training and training-as-usual conditions at the final follow-up (i.e., the end of the academic year) led us to exclude the final follow-up from the primary analysis for two reasons. First, by the second follow-up (just prior to Spring Break, which occurs during the Spring semester), a RA, in most cases, would have already identified and extended first-aid efforts to residents they were concerned about. Second, at the end of the academic year, RAs tend to refocus their energy from their residence life responsibilities to their own end-of-semester academic work, graduation, moving plans and the upcoming summer break, job searches, and/or other activities. Therefore, the present analyses report the effects of the training conditions over three time points (prior to the beginning of the Fall semester, 2012 through the midpoint of the spring semester; with 2-to 3-month intervals between each follow-up). All follow-up 2 surveys were completed prior to each campus' spring break.
Each of the four outcome variables were assessed independently for direct Peer Hero Training program effects. We expected that the Peer Hero Training program to have more robust past 30-day effects on alcohol, drug, and mental health first-aid efforts as compared with academic referrals because conventional RA training programs (training-as-usual) have traditionally focused on helping students with academic problems.
Results
Past 30-day RA first-aid efforts and attitudinal measures for each time point are summarized in Table 1 . Briefly, the sample included 566 RAs from eight colleges and universities in the USA. The sample was predominately male (59 %) and White (78 %), and the mean age was 20 years in both the Peer Hero Training program and training-as-usual conditions. As a result of the random assignment of campuses to intervention condition, slightly more than one half (52 %) of the participating RAs were assigned to the training-as-usual control condition. Less than one half (45 %) of the participating RAs were returning to their RA positions from a previous year at the baseline interview. There were no differences in the attitudinal variables across training groups at baseline (i.e., perceived referral barriers, anticipatory anxiety, self-efficacy, and perceived alcohol, other drug, and mental health referral norms). However, the number of returning RAs who reported making an effort to provide first-aid to students at baseline for all four outcomes (alcohol, other drug, mental health, and academic problems) was consistently higher in the training-as-usual condition.
The trajectories in Fig. 2 depict the average number of firstaid efforts reported by RAs in the Peer Hero Training program condition compared with the training-as-usual condition. Although the number of RA first-aid efforts in both conditions increased over time for each outcome (see Fig. 2 ), these effects were more robust in the Peer Hero Training program condition. At the baseline assessment, RAs in the training-as-usual condition had a slightly higher number of other drug first-aid efforts; however, the number of alcohol, mental health, and academic first-aid efforts were similar across groups. The number of first-aid efforts increased for all outcomes across groups at follow-up 1; however, the Peer Hero Training program condition surpassed the training-as-usual condition across all first-aid effort outcomes at follow-up 2. The direct relationship between the Peer Hero Training program and each type of first-aid effort is displayed in Table 2 . We expected that the Peer Hero Training program would have a positive effect on each type of RA first-aid effort. Indeed, as judged by the incidence rate ratios (IRRs), the program had a significant, positive effect on all four past 30-day first-aid efforts at follow-up 2 as well as a positive past 30-day effect on alcohol and mental health first-aid efforts at both follow-ups 1 and 2 time points. Sensitivity analyses demonstrated that these results were highly stable, despite the inclusion of one campus that did not participate in the Peer Hero Training program after follow-up 1. When this campus was excluded from analyses, the significant effects of Peer Hero Training program remained in place for each of the four RA first-aid efforts at each follow-up (results not shown).
The observed training effects were independent of the attitudinal variables that the research team theoretically linked to RA first-aid efforts; that is, the four attitudes did not mediate between training condition and first-aid efforts. Therefore, these measures were treated as covariates. Independent of their training condition, RAs with lower perceived referral barriers had higher rates of first-aid efforts for alcohol (IRR= 0.97; 95 % CI, ) and other drugs (IRR=0.94; 95 % CI, 0.89-0.98). RAs with higher levels of anticipatory anxiety were less likely to make first-aid efforts for mental health problems (IRR=0.96; 95 % CI, , and RAs with higher referral self-efficacy were less likely to make first-aid efforts for alcohol (IRR=0.93; 95 % CI, 95 % CI, . RAs who perceived drug-related referrals to be less normative were more likely to make first-aid efforts for drug problems compared with those who perceived these referrals to be more normative (IRR=0.95; 95 % CI, 0.91-0.99). RAs who perceived mental health first-aid efforts to be more normative were more likely to make such efforts (IRR=1.03; 95 % CI, 1.01-1.05) than RAs who perceived mental health referrals to be less normative. Male RAs were more likely to make first-aid efforts for drug problems (IRR=2.77; 95 % CI, 1.41-5.46), whereas female RAs were more likely to make first-aid efforts for mental health problems (IRR=0.62; 95 % CI, 0.50-0.77). White RAs were less likely than non-White RAs to make first-aid efforts for drug problems (IRR=0.31; 95 % CI, 0.15-0.63) and academic problems (IRR=0.61; 95 % CI, 0.44-0.83). Older RAs were more likely to make first-aid efforts for mental health problems (IRR=1.18; 95 % CI, 1.06-1.32). RAs who had served as an RA prior to the baseline assessment were more likely than RAs who were new at baseline to make first-aid efforts for mental health (IRR= 1.64; 95 % CI, ) and academic problems (IRR= 1.86; 95 % CI, ).
Discussion
Historically, the training of RAs has not been an evidenceinformed practice. The lack of investment in systematic development and testing of alcohol, other drugs, and mental health first-aid training is surprising given the longstanding recognition that RAs are not well-prepared to address the challenging situations they encounter in their living units (Dodge 1990; Rubington 1996) . More recently, Owens (2011) concluded that the current demands of the RA staff position require a transformation in the type of pre-and inservice trainings on most campuses. Findings from the present study offer initial steps toward the strengthening of first-aid training for RAs.
We hypothesized that RAs assigned to the Peer Hero Training program would engage in a significantly greater number of first-aid efforts for alcohol, other drug, and mental health problems in their living units compared with RAs assigned to a training-as-usual condition. Although there was a convergence of training condition effects at the end of the academic year, the trial outcomes observed prior to spring break of the spring semester provided support for this hypothesis. More specifically, positive Peer Hero Training effects were observed prior to spring break for drug and academic first-aid efforts, indicating a lagged effect of the program, possibly related to the follow-up Peer Hero Training sessions and/or slower emergence of these two problems in the resident population. In a qualitative study of RAs, Reingle et al. (2010) found that RAs tended to be slow or hesitant to discuss concerns they may have about alcohol, drug, or mental health conditions with residents. Nevertheless, positive Peer Hero Training effects were observed prior to both Thanksgiving and spring breaks for alcohol and mental health first-aid efforts. In summary, the Peer Hero Training program had significant, positive effects on first-aid efforts for alcohol, drug, mental health, and academic problems.
We did not expect to find a significant Peer Hero Training effect on first-aid efforts for academic problems. One possible explanation is that increases in academic first-aid efforts resulted from RAs attempting to help residents who had cooccurring problems that involved not only academics, but alcohol, other drug, or mental health problems as well. Existing research does support the contention that academic problems co-occur with alcohol (Wechsler and Nelson 2008) , other drug (Arria et al. 2013) , and mental health problems (Hysenbegasi et al. 2005) in the college student population.
We also hypothesized that perceived referral barriers, referral self-efficacy, referral anticipatory anxiety, and perceived referral norms would mediate between training condition and first-aid outcomes. We found no evidence to support this hypothesis. The four attitudinal measures did not fluctuate drastically over time across groups, regardless of training condition. However, these measures often had direct effects on first-aid efforts, that is, independent of training condition assignment. For instance, greater perceived barriers to making first-aid efforts were associated with fewer first-aid efforts RAs made for alcohol and other drug problems. Similarly, higher levels of referral anticipatory anxiety were associated with fewer first-aid efforts for mental health conditions. In the case of referral self-efficacy and referral norms, the observed associations were in theoretically unexpected directions. These findings suggest that self-efficacy and referral norms may be artifacts of previous first-aid efforts. First-aid actions could potentially erode the RA's own referral self-efficacy, thereby weakening perceptions that helping residents is an expected practice. A more intensive evaluation of the Peer Hero Training program might include qualitative methods (e.g., RAs' reflections on the training program) to determine how, if, and/or why the training program influenced RAs' first-aid efforts.
The study has a number of strengths. First, the Peer Hero Training program offers an innovative approach to training RAs based on interactive video dramatizations of residence life events. The video content engage RAs through storytelling and interactive features that require RAs to make decisions about how to approach and discuss their concerns with residents. Therefore, we expect that the training content will be more readily retained than that provided by traditional didactic training programs. Second, RAs were asked to report their first-aid efforts prior to completing each training session. This design removed potential biases associated with the administration of a survey after the implementation of a training session. Third, the Peer Hero Training program includes three training sessions over the course of the academic year (baseline and two follow-ups), compared with RA training-asusual on alcohol, other drug, and mental health problems that takes place only once prior to the beginning of an academic year. Fourth, the online format of the Peer Hero Training program facilitates the delivery of standardized first-aid training to multiple campus locations, including those with insufficient local resources for training RAs on alcohol, other drug, and mental health issues. Finally, given that the RA plays a pivotal role in linking college students to treatment resources that they may need, the Peer Hero Training program advances the science of prevention by addressing a substantial gap in evidence-based, first-aid training. However, as noted earlier, one campus in the Peer Hero Training condition elected to dropout prior to the end of the trial even though the burden of participation was relatively low (given the online format). Thus, for these programs to be successful, they must be adequately funded and be endorsed by senior residence life administrators.
Limitations
This study has three specific limitations. First, only eight campuses were included in this preliminary trial. This may raise questions about sample adequacy. However, we observed consistent and strong program effects for alcohol, other drug use, mental health, and academic first-aid outcomes. Second, this study did not measure the alcohol and other drug use, or the mental health problems, of the RAs who participated in this trial. It might be expected that these problems exist at lower rates among RAs than in the general student population. However, very little is known about their prevalence in the RA population and how their presence affects training impact. Third, the study did not include an evaluation of the effects on residents who were the recipients of RA firstaid. Thus, nothing is known about the outcomes of RA firstaid efforts.
Conclusions and Recommendations for Future Research
Future research should test the Peer Hero Training program in an expanded trial involving a greater number of campuses and a more comprehensive, mixed-methods evaluation of RA behavior, the living environment, the content of "training-asusual," and include measures from RA supervisors and residents. In an expanded trial, assessments should be made of RAs' personal alcohol and other drug use, as well as their history of mental health problems. The expectations and practices of RA supervisors, with respect to first-aid efforts, should be evaluated in future studies as they may moderate the effects of the Peer Hero Training program. First-aid recipients should be evaluated in future trials to determine the rate at which they obtain and benefit from professional mental health treatment. Finally, the effects of the Peer Hero Training program on living environments should be conducted to evaluate potential impacts of the program on academic norms and achievement, student retention, social cohesion, and quality of residential living. Furthermore, iterative feedback to the RA could be incorporated into this program based on each RA's responses to attitudinal measures, which may increase first-aid efforts as the academic year progresses. This initial evaluation demonstrated the potential utility of an automated, engaging, easily disseminated, and standardized RA training tool that could be readily disseminated across diverse college and university campuses.
